Giant hydronephrosis is rare and usually presents during childhood as a unilateral renal mass due to congenital anomalies such as pelvi-ureteral junction obstruction. In adulthood, however, other etiologies such as urolithiasis may supervene. We report on a 75-year-old female patient who presented with right-sided abdominal pain. She had a visible right renal mass with smooth surface and cystic consistency. Urine analysis showed 60-80 pus cells/HPF and serum creatinine level was 1.2 mg/dL. Imaging revealed hugely dilated kidneys with right severe hydronephrosis and lost renal parenchyma due to a large middle ureteral stone. The left kidney had variable parenchymal thickness which was better at the lower pole with multiple stones. After counselling of the patient, simultaneous left pyelolithotomy with placement of a left JJ stent and right nephrostomy tube were done. Then, renal isotope scanning revealed diminished total glomerular filtration rate (54.6 mL/min/1.73 m 2 )
Introduction
Giant hydronephrosis is a rare clinical entity that usually presents in childhood due to congenital pelviureteral junction obstruction [1, 2] . It presents less commonly in adulthood with different underlying causes of ureteral obstruction such as urolithiasis and strictures [1, 3] . It is unilateral in most instances, where the total renal function test values are usually normal [1, 2] . In very rare instances, however, it may present bilaterally and mostly those patients have impaired renal functions [1, 4] . So, bilateral giant hydronephrosis with normal serum creatinine level in elderly patients is an unusual and very rare presentation of the common pathology of hydronephrosis.
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Case Report
A 75-year-old female patient presented with a progressive dull aching right-sided abdominal pain for 3 months. She lived in a rural area and was not known to be diabetic or hypertensive or to have a history of other chronic illnesses or urolithiasis. She had no previous surgical interventions. Physical examination revealed extensive skin hypopigmentation (vitiligo) and low body build with a body mass index of 19.1 kg/m 2 . A clinically visible right renal mass was seen in the right hypochondrial and lumbar regions with mild tenderness, smooth surface, rounded borders, cystic consistency, and renal contact on bimanual examination (Fig. 1a, b) . Also, the left kidney was palpable, but not visible. Per vagina examination revealed a second-degree pelvic organ prolapse.
Urine analysis showed alkaline reaction, 60-80 pus cells/HPF, and positive nitrite test. Urine culture and sensitivity revealed Escherichia coli for which a course of antimicrobial therapy was described accordingly. Other laboratory values included serum creatinine of 1.2 mg/dL, hemoglobin level of 11.8 gm/dL, and normal bleeding and coagulation profiles.
Abdominal ultrasonography and radiography were the initial basic imaging tools; the former showed bilateral severe hydronephrosis with lost right and thin variable left renal parenchymal thickness (Fig. 2a) . Abdominal radiography showed multiple radio-opaque shadows in the region of the left kidney and another large one at the course of the right middle ureter. Noncontrast multi-slice computed tomography confirmed the diagnosis of bilateral severe hydronephrosis with lost and variable renal parenchymal thickness due to a right middle ureteral stone of 34 mm and multiple left renal stones with a burden ∼60 mm, respectively (Fig. 3a, b) .
The patient and accompanying relatives were counselled about the critical condition of her renal functions and the available lines of treatment of these stone burdens. Owing to financial considerations, she preferred open surgery. Accordingly, left renal stones were cleared via a left pyelolithotomy with drainage of more than 1 L of urine and insertion of a left JJ stent, with simultaneous placement of a right nephrostomy tube which gradually drained about 2.2 L of slightly turbid urine. Third-generation cephalosporin was started preoperatively and continued for 7-10 days according to the culture of this drained fluid which also revealed E. coli. Three weeks later, mercaptoacetyltriglycine (MAG3) renal isotope scanning was done and revealed a total glomerular filtration rate of 54.6 mL/min/1.73 m 2 . Right and left split renal functions were 21.2 (38.8%) and 33.4 (61.2%) mL/ min/1.73 m 2 , respectively. After 1.5 months, a right middle ureterolithotomy was done through a small muscle-splitting Abernathy incision.
The patient was followed up for a further 12 months in which symptoms were ameliorated with improved hemoglobin level (12.6 gm/dL). Serum creatinine level varied between 1.2 and 1.5 mg/dL. She had two courses of antibiotics due to recurrent urinary tract infections. Abdominal ultrasonography showed decompressed kidneys with residual pelvicalyceal dilatations and irregular outlines without recurrent stones (Fig. 2b) .
Discussion
Hydronephrosis is a common pathology with different degrees and etiologies. Urolithiasis is one of the commonest causes of hydronephrosis in all its degrees [5] . Giant hydronephrosis refers to a kidney which contains more than 1,000 mL of urine in its dilated pelvicalyceal system. It is a rare form of this common pathology and commonly presents in childhood [1] . A few cases of clinically visible giant hydronephrosis in the elderly have been reported [3, 5] . Our patient was an elderly woman who had long-standing bilateral renal obstructions that led to a clinically visible right renal mass which contained more than 2.2 L of fluid. Abdominal pain is the commonest presenting symptom in adults with giant hydronephrosis. One of the most serious complications of urinary obstruction is infection which presents in an acute or chronic form [1, 3] . The presenting symptom of the current case was abdominal pain without awareness with the visible renal swelling. We proposed that the cause of abdominal pain was the start of infection of the retained urine. Drained turbid urine may promote this suggestion. Another proposal was that the partial ureteral obstruction progressed gradually into a complete one with increased intrarenal pressure. The latter proposal could be supported by the progressive course and relatively long duration of abdominal pain.
Imaging tools revealed large stone burdens and states of long-standing renal obstruction on both sides. Despite these long-standing pathologies the patient did not present in the early stages, which could be attributed to poor socioeconomic factors. However, the presenting cause could have been the start of the acute pathology by infection.
Imaging tools for severe hydronephrosis serve two purposes; anatomical description and functional evaluation. They usually start with simple modalities such as abdominal ultrasonography and radiography which may need further complementary modalities such as computed tomography for anatomical description and stone topographic evaluation [1, 2, 6] . Renal isotope scanning is the most accurate tool for evaluation of total and split renal functions, especially in the bilateral pathologies [6] . Preoperative renal isotope scanning could be bypassed in attribution to the clear appearances on imaging such as the computed tomography and the acute presentation [1] , which occurred in the current case. However, it was mandatory after subsiding of the acute conditions and for the follow-up of the current case.
Urolithiasis causes renal obstruction and failure, such as either acute kidney injury with or without anuria which indicates urgent urological intervention or a chronic form of bilateral severe hydronephrosis [4, 7, 8] . While the former indicates the complete obstruction of the ureters, the latter indicates incomplete or partial obstruction, such as the current case. However, longstanding partial obstruction should not preclude the effect of back pressure exerted on the renal parenchyma which thins out and atrophies with time [4] . A proposed explanation is that incomplete obstruction of urine flow may allow for gradual renal dilatation with stretch of the renal parenchyma over a wide surface area of the distensible renal capsule. Hence, considerable functions in the widely distributed renal parenchyma may be revealed when it recoils after resolution of obstruction. Although the rate of nephrectomy is relatively high in giant hydronephrosis [1, 3] , placement of a nephrostomy tube as an initial intervention has been suggested to reduce it in these cases [1] .
Multiple options are available for treatment of renal and ureteral stones. However, large stone burdens may confine these options within certain combined endoscopic maneuvers and open surgery [9, 10] . Also, many other factors including the patient's preference driven by poor financial and sociocultural factors towards open surgery may occur, especially in the developing countries [9] . The current case was a clear example that represented all these factors.
Initial placement of a nephrostomy tube for the clinically visible giant hydronephrosis may save considerable renal functions [1] . No doubt this saving is a good achievement in cases of bilateral hydronephrosis to postpone or ameliorate the progress into end-stage renal disease [4] .
In conclusion, presentation of the current case may emphasize such a principle of being able to preserve the renal functions as much as possible even with the apparent nonfunctioning state on imaging. So, initial placement of a nephrostomy tube is recommended as it may save significant potential renal functions, especially in bilateral cases of severe hydronephrosis.
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